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Editors’ Note 


During his long hfe (1898-1974) Alan F. Guttmacher was a practicing obst etr1- 
eran, an academic teacher, a somal reformer in the field of human reproduction, 
and a great educator whose voice was heard throughout the land and indeed 
throughout the world. To the authors who have eontnbuted to this special issue 
of the Journal and to us, the editors, as well as to untold others, he also was a 
good friend and a magnificent human being. 

To honor Alan’s memory we have tried to bring together a series of papers 
representative of as many as possible of the several disciplines and areas of con- 
eern in Which he was aetive. Since his range of interest was so broad it was diff- 
eult to organize the contmbutions in a meaningful way without sphntering the 
whole into too many parts. We finally settled on four major sections: Population 
and Fanuly Planning; Methods of Fertihty Regulation; The Art and Seience 
of Medieme; and Psyehosocial Considerations. Within each section, papers are 
arranged alphabetically by first author. 

Joseph J. Rovinsky 
Christopher Tietze 


This tribute to Dr, Guttmacher is being published with the support of The Guttmacher 
Institute, the Research and Development Division of the Planned Parenthood Federation 
of America. 
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Knowledge, Perception, and Change: Notes on a 
Fragment of Social History 
FREDERICK 8. JAFFE 


In a rapidly changimg world, knowledge of how change is brought about. re- 
mains primitive. Mfany controversies, to be sure, reflect disagreements over the 
desirability of the proposed changes themselves, but even individuals who share 
common objectives often find themselves in conflict, not over the ends to be 
sought, but over the most appropriate means. The dispute over these instrumen- 
tal issues Isattributable in some measure to the fact that the ways in which change 
is brought about often have not been specified and analyzed, either by the actors 
themselves or by nonmvolved observers. 

Public policy on fertility control changed radically in the United States in the 
past two decades, and these changes resulted im significant modifications in the 
behavior of stitutions and individuals (1). The US Planned Parenthood move- 
ment had as one of its major goals stimulation of these policy changes, and many 
analysts credit the movement with playing a critical, even decisive, role in ac- 
eelerating them. Planned Parenthood’s ability to influence the course of events, 
in turn, depended on important changes in its own underlying assumptions about 
what was necessary and possible. 

How these various changes came about and the interactions among them would 
make an excellent case study of the process of social change which might have 
more general applicability. As a contribution toward such a study, I shall de- 
seribe some of the factors which led to modifications of the basic assumptions 
held by the Planned Parenthood movement in the 1950’s, modifications which I 
believe were essential preconditions for the movement’s suecess in the 1960's. 
Since I participated in many of the events under discussion, this presentation 
vives only one view of a complex process and inevitably must be influenced by 
hindsight ; other participants might place greater emphasis on other factors. 

One further caveat seems necessary. Like other organizations and movements, 
Planned Parenthood is a complex organization, composed of diverse individuals 
with relatea but differing perceptions, interests, and goals. Many of its important 
transactions are conducted mdirectly rather than through formal processes of 
dehberation and resolution. Under such circumstances, 1t 1s dificult to identify an 
“overall” Planned Parenthood viewpoint or outlook. Yet such an outlook is a 
sine qua non in any organization and can be abstracted from its expressed or 
imphed statements and actions. When I deseribe a viewpomt held by the move- 
ment, I will be referring to the abstracted collective understanding we more or 
less shared (sometimes without being aware of it) of the shape of the world we 
lived mn, our historic mission, and most Importantly, of what we believed was in 
the realm of the possible. 


From the Alan Guttmacher Institute and Planned Parenthood Federation of Amertea, 
New York N.Y. 10022. 

tequests for reprints should be sent to: Frederick S. Jaffe, The Alan Guttmacher Inst1- 
tute, 515 Madison Avenue, New York N.Y. 10022. 
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The US Planned Parenthood movement historically has been committed to 
two central theses: 1) that rational and efficient control over fertility 1s an mstru- 
mental mtervention necessary for mdrvidual and societal welfare; and 2) that a 
voluntary organization such as Planned Parenthood, acting as an agent of change, 
is necessary to accelerate achievement of rational fertility control. Two decades 
ago, Planned Parenthood’s volunteer leaders and professional staff reflected the 
diverse range of interests which have characterized the movement. Its goals, 
expressed in the slogan, ‘Babies by Choice, Not by Chance,” were broad enough 
to encompass concern over Women’s rights, marital happmess, and sexual ful- 
fillment, as well as the adverse medical, emotional, and economic consequences of 
frequent and excesstve childbearmg. The relationship between unregulated fer- 
tility and poverty had long been an important part of the movement’s philosophy 
and continued to provide a principal focus for its activities. During the 1950’s, 
however, this was beginning to be paralleled by concern over the relationship 
between unregulated fertility and population growth—a concern which led ulti- 
mately to adding demographic objectives to Planned Parenthood’s traditional 
purposes. In US society at that time, birth control was viewed, paradoxically, 
both as an intensely controversial subject and as a problem which was largely 
“solved”? among the middle and upper classes, the bulk of the US population. 

From its own experience and m the hght of such contradictory evidence as 
the widespread practice of illegal abortion, the Planned Parenthood movement 
could not regard the problem as ‘‘solved” in any real sense for large segments of 
the US population. It saw its main roles as educating public and professional 
opinion to the significant tasks remaining; striving for the full legitrmacy of birth 
control in Jaw, pohiey, and pubhe opinion; and completing what Himes had de- 
seribed as ‘‘the democratization of birth control”—the extension to low-income 
persons of scientific methods of fertility regulation (2). The delivery of contracep- 
tive services by afiated clinics was regarded as a demonstration program con- 
tributing to the movement’s ability to carry out each of these roles. The first role 
was exemplified in such activities as sponsorship of a major conference on legal 
and illegal abortion, held at Arden House in 1955*, and a continuing program to 
enlist distinguished medical leaders and gain professional acceptance (such as 
the 1959 policy statement of the American Public Health Association). The 
second encompassed local efforts to invalidate restrictive laws and gain accep- 
tance in community councils, as well as an intensive national campaign to break 
the barriers to discussion of birth control m the mass media. The third took the 
form of a program to encourage affiiated chinies actively to reach out to groups 
needing services. At the same time, however, it became increasingly evident that 
the task of “democratization” could not be accomplished by a private organiza- 
tion alone but required the participation of the established health system, par- 
ticularly the part operated by government that sered lvow-income persons. This 
realization brought the movement mto direct confrontation with the prevalent 
view that the issue was too controversial for pubhe officials and mstitutions. 


* Cf. Abortion in the United States, Edited by M. 8. Calderone, Hoeber-Harper, New 
York 1958. 
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{i the movement’s long-range goals and intermediate objectives were reason- 
ably clear, the means to advance them were less certain. Each of the goals and 
objectives required social change and mnovation, which imphed that it would 
pve resisted by existing institutions. Planned Parenthood shared the dilemma 
taced by many organizations in similar circumstances—to contend, or to cooper- 
ate? Its ranks included advoeates of conflict as well as of cooperation, and its 
actions often reflected both viewpoints. Yet more fundamental ideas of what was 
realistically possible shaped even the judgments of advocates of these contending 
strategies. In the mid-1950’s, the Planned Parenthood movement viewed its po- 
tential as constrained by technologic, political, and sociologie factors essentially 
beyond its control: 


Technologie 


The movement, dominated professionally by obstetricians and gynecologists, 
was almost entirely dependent upon the diaphragm-and-jelly technique, which 
was regarded as the most effective existing method of contraception. But its own 
clinical experience attested to the unsuitability of this method, as well as other 
conventional techniques, for many couples. Without a better technology, many 
Planned Parenthood leaders did not expect to make much progress. 


Political 

The prevailing view held that Catholic opposition to birth control was the 
political problem— that is, the only one worth being concerned about. The Catho- 
lic Church was seen as having sufficient power and influence to prevent both 
governmental and private institutions from adopting more favorable policies. 


Sociologic 


While the technologie and political assumptions were explicit, the sociologi¢ 
assulnptions were more implicit. The perceptions of some in Planned Parenthood 
were shaped by two underlying fears about the likely course of events even if the 
technologic and political constraints could be overcome. The first was that the 
poor “wouldn’t use contraception 1f they had it,” as Margaret Sanger had been 
told by physicians and upperclass professionals four decades earlier (3). The 
second was an uneasy feeling that physicians and medical institutions would not 
be interested in serving as distribution channels for birth control because its im- 
portance was regarded as primarily social, not medical. 

These assumptions established the parameters of an equation which, in the 
dominant view, set sharp Hmits on what could be expected. They were formed 
over many years and reflected assessments which may have been partially or 
wholly valid at the time. But ike many such “givens,” they were rarely subject 
to reappraisal in the light of changing conditions. In the 1950’s, the US was 
changing in many significant ways. These changes, reflected in events as well as 
in social trends monitored by research findings, helped to dislodge the movement’s 
fundamental assumptions and replace them with others more conductive to taking 
advantage of the opportunities which emerged in the 1960's. 

The perceived technologie constraimt gave rise to Planned Parenthood’s in- 
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terest in stimulating research for improved contraceptive methods. The move- 
ment’s response ranged from generating the first ‘seed money” to support 
Gregory Pincus’s work on what was to become the hormonal “oral” contraceptive 
to the initiation of a small grants-an-aid program administered by the Iedera- 
tion’s Biological Research Committee and encouragement of clinical research on 
new methods in affiliated chnics. A high point was reached when Planned Parent- 
hood and the Population Council jointly sponsored an important international 
eonferenee on biomedical research related to conception held at West Point in 
1959.* 

There were ambiguities, however, in the concept of “improved”? methods. 
The criteria included greater efficiency in preventing conception and application 
at a time unrelated to sexual intercourse. By other criteria, however, “improved” 
methods would be those which could be dispensed through nonmedieal and non- 
clinical channels. When Planned Parenthood held a symposium in 1957 to review 
the progress of research for new methods and to assess the likely effeets of their 
development fT, this divergence was evident. Many were led to expect the advent 
of “simple” methods which would be more effeetive because they would be used 
more regularly, and used more regularly because they would require no medical 
intervention. This viewpoint was based m part on the underlying sociologic 
skepticism both about physicians and the poor and its corollary that low-income 
persons could not be expected to seck guidance from physicians. 

Partly as a result of these contradictory concepts, the Federation was in many 
ways unprepared in 1960 for the marketing of the pil, which constituted a 
“simpler” (.e., coitus-Independent) method requinng more medical supervision, 
not less. More than 1S months of careful education and persuasion by the Federa- 
tion’s medical director was required before the pill was accepted by PPFA’s 
Medieal Committee and most Afflhates offered it to patients. Despite the fact 
that new methods were viewed as essential, particularly for low-mcome persons, 
little attention was given to the changes in Affliate programs whieh would be 
needed following the introduction of the pill. Inits first forms, the pill was costly, 
and most Affiliates could not afford to subsidize its distribution. Nevertheless, 
Affiliate caseloads (composed primarily of low-income women) actually tripled 
between 1960 and 1965 and it was hard for the organization to keep up with very 
rapid growth. Yet this very experience, unsettling as it was to many, Was seen by 
others as challenging elitist biases about the poor and confirming one of the move- 
ment’s major premises: technologie change had led to significant behavioral 
change. Moreover, the rapidity of the change suggested an additional premise 
which was a precondition for a serious effort to change public policy: the oral 
contraceptive (soon joined by new intrauterme devices) provided a technology 
which for the first time made possible large-scale programming in a realistic way. 

* Cf. Mechanisms Concerned with Conception. Edited by C. Hartman. Macmillan, New 
York 1963; Hartman, C.: Physiological Mechanisms Concerned with Conception— An In- 
ventory of Answered Questions, Perspectives tn Biology and Medicine, Vol. IV, No. 1 
1960; Also, S. Zuckerman, Scienee, 6 November 1959. 

¥ Cf. Sample Methods of Contraception, Edited by W. Best and F. 3. Jaffe, Planned Parent- 
hood Federation of America, New York 1958. 
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The perception of the birth control issue as primarily or exclusively a “‘Catholie 
problem” was not limited to the Planned Parenthood movement, but dominated 
thinking on the subject by opmion-molders and decision-makers; this simplistic 
notion persists to some degree even today, despite all that has happened in the 
last 20 vears. The sharpest confrontations between the movement and the Catho- 
lie Church had, of course, occurred in the 1920’s and 1930’s. By contrast, the mid- 
1950’s were relatively tranquil—and relatively static. While “Catholic power” 
no longer was used to shut down Planned Parenthood climes or public mectings 
on birth control, less visible manifestations of Catholic influence thwarted even 
discussion of the subject, much less advancement of birth control objectives, in 
government, the media, the scientific community, the health professions, and 
social service institutions. Lacking a feasible strategy cither for overcoming or 
neutralizing the Church’s opposition, Planned Parenthood, like other movements 
in sunilarly polarized situations, was to a large extent reduced to efforts to em- 
barrass the opposition or win debaters’ points. However brave the overt verbal 
expressions, the implicit view was acceptance of the status quo unless and until 
the Church could be brought to change its doctrine. 

A turning point for Planned Parenthood began in 1955 when Agnes Meyer, the 
noted eivie leader, admonished the organization: 


The Catholie Chureh has the night to defend and promulgate its ideas on birth control as 
much as any other group. If non-Cathohes were as honest and forthright in advancing their 
theories, the influence of the Catholic Church would be confined to its own members and the 
fog of obseurity, vacillation and eowardice which surrounds the need for a nationwide econ- 
traceptive program would be dissolved.* 


This was a breathtakingly simple notion that somehow had eluded many in 
Planned Parenthood: if non-Catholics could be persuaded to preach what they 
practiced, sufficient support could be generated to move forward. Instead of wast- 
ing time in futile doctrinal arguments with the Catholics, the emphasis should 
be on building a visible coalition expressing the breadth of non-Catholic support. 
Non-Catholic reticence about supporting birth control was linked to fears of 
Catholie retaliation, and Planned Parenthood had to learn how to deal with these 
fears, real or 1magined. But Mrs. Mever’s strategy mmplied a substantial shift in 
Planned Parenthood’s focus. 

The most extensive expressions of this strategy were the events, culminating in 
1958, which led to the reversal of the ban on contraceptive prescription in New 
York’s municipal hospitals. These events have been described elsewheret and 
it is sufficient for our purposes to note that the campaign had at least two far- 
reaching results. First, it made public and visible support for birth control 
from virtually all non-Catholic religious, professional, and secular groups (as 
well as from some Catholics)—a coalition far broader than previously had ex- 


* Quoted in Anatomy of a Victory. Planned Parenthood Federation of America, New York 
1959 (mimeograph), p. 23. 

+ Cf. Anatomy of a Victory. PPFA, New York 1959; Guttmacher, A. F.: Babies by Choice 
or by Chanee. Doubleday, New York 1959, Chapter 8; Rock, J.: The Time Has Come. Knopf, 
New York 1963; and Hetlman, L. M,: One Gahleo Is Enough, Eugenies Rev 57:161, 1965. 
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pressed itself on this issue. Second, the settlement of the controversy detailed the 
terms of a pubhi¢ policy appropriate to a pluralistic society, under which Catholic 
patients and professionals would be free to follow their Church’s teachings but 
would be precluded from preventing non-Cathohes from following their own con- 
sciences. This has become the basic predicate of virtually all subsequent changes 
in public pohey on fertility control, whether expressed im legislation, court de- 
eisions, or administrative regulations. 

The New York municipal hospital victory forced a questioning of existing 
strategic assumptions in Planned Parenthood. If the Church could be success- 
fully isolated in New York—where political observers regularly referred to the 
Cardinal’s residence as ‘the powerhouse’’—why not elsewhere? If a number of 
Cathohes during the campaign dissented from the Church’s position on grounds 
that the Church could not tmpose tts doctrines on others in a pluralistic society, 
how many others were there who held stmilar views, and how could they be en- 
couraged to express themselves? What became of the image of the Church as 
monolithie on the birth control issue? And if the Chureh was indeed not mono- 
lithic, then what became of the perceptions of pohtical leaders that for them to 
take a stand m favor of birth control was to invite swift retaliation from an all- 
powerful, monolithic institution? 

Within a year of the resolution of the controversy, publication of the results of 
the 1955 Growth of American Familes (GAF) study gave support for this emerg- 
ing redefinition (4). The study showed that nearly half the Catholic wives ap- 
proved of fertihty control, two-thirds had used or expected to use contraception, 
and thirty percent had at one time or another used contraceptive methods de- 
nounced as immoral by the Church. 

If these developments were not sufhicient to shatter the monolithic image, 
additional evidence was soon forthcoming, stimulated in part by the emergence 
of the pill as a new method of conception control and in part by growing con- 
eer over rapid population growth, particularly in underdeveloped countries. In 
the 1960 campaign which elected America’s first Catholie President, important 
segments of the US Catholic community made it clear they did not support the 
Church’s intransigent official stand. By the mid-1960’s, numerous books and 
articles* had culminated m the historie deliberations of Vatican IT and made 
evident that dissent on birth contre! within the Church was worldwide. Although 
a valiant effort was made, in /fumanae Vitae in 1968, to reassert the traditional 
doctrine, it was no longer possible for serious observers to regard the Church as 
united m its determination to block change. T 

* Cf. Rock, J.: The Time Has Come. Knopf, New York 1963; Dupre, L.: Contraception and 
Catholics. Tfelicon, Baltimore, Md., 1963; de Lestapis, 8.: Family Planning and Modern 
Problems. Herder and Herder, New York 1961; Roberts, T. D.: Contraception and Holiness. 
Herder and Herder, New York 1964; and Pyle, L.: Fhe Pill and Birth Regulation. Helicon, 
Baltimore, Md., 1964. 

+ Cf. Westoff, C. V. and Ryder, N. B.: The Papal Eneyclical and Catholie Practice and 
Attitudes: United States, 1969, Studies in Family Planning, February 1970; and Styeos, 
J. M.: Ideology, Faith and Family Planning in Latin America. MeGraw-Hill, New York 
1871, Chapter 16. 
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By the early 1960s, events had forced many in Planned Parenthood to revise 
their concept of the nature of the “Catholic problem” and their strategies on how 
to cope with the political consequences of Catholie opposition to birth control. 
These events also foreshadowed other serious political obstacles beyond the 
Cathohe problem which would require new assumptions and strategies. But with 
the collapse of Cathohe opposition in the mid-1960’s many in Planned Parenthood 
did not expect that there would be still other, and perhaps more deep-seated, 
pohtical issues to be resolved. In fact, some expected that the resolution of the 
Cathohe problem would mean that public health agencies could quickly assume 
full responsibility for provision of contraceptive services, making it possible for 
Planned Parenthood to ‘go out of the service business”? and restrict its functions 
to education and research. Such an option was never possible, precisely because 
of other, largely unrecognized, political issues. 

The sociologic assumptions were to prove most difficult to modify, perhaps be- 
cause they were less explicitly expressed, or perhaps because they “fit’?? more 
closely the class biases of many m the organization. The importance of these 
assumptions 1s not surprising in an organization which had always seen differ- 
ential fertility as one of 1ts overriding concerns. In the mid-1950’s, the persist ence 
of class and ethnic fertihty differentials was puzzling to many in Planned Parent- 
hood: Why didn’t more low-income persons come to Planned Parenthood clinics? 
Weren’t they “motivated” to limit their fertihty? How could they be educated or 
persuaded? Questions lke these led the Federation to initiate a social research 
program and to finance exploratory studies by Lee Rainwater of fertihty values 
and practices among low-income persons. To the surprise of some, the studies* 
showed that low-income couples had considerable desire to limit. fertility, as well 
as experience! (largely unsuccessful) in trying different contraceptive methods. 
But they also demonstrated that low-income couples had a great deal of misin- 
formation about contraception and that their life circumstances made it difficult 
for them to adapt to the requirements of existing methods, particularly the dia- 
phragm. 

Ramwater’s findings were read in contradictory ways by Planned Parenthood 
leaders (and, as he later acknowledged (5), by pubhe health and welfare officials 
as well). Some viewed them as confirming the persistent chitist bias that low- 
income persons were really not “motivated” to control their fertility. From this 
‘ame either passivity (“Why do anything because they wouldi’t use it anyway?’’) 
or a conceptualization of the required program as one which would somehow 
mstill the required motivation in the target population. The other reading of 
Rainwater’s results was that sufficient motivation already existed but that to 
assist low-income persons to control their fertility in accordance with their de- 
sires would require a very different program—one which was nonjudgmental, 
made maximal use of the new coitus-independent contraceptive technology, and 


a ee 


* Cf. Rainwater, L.: And the Poor Get Children, Quadrangle, Chieago 1960; and Family 
Design. Aldine, Chicago 1965. 
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stressed availability, accessibility, convenience, information, education, and 
sympathetic continuing reinforcement. 

Before Rainwater’s studies were completed, the idea that the principal prob- 
‘em was “motivation” was called into question by a serendipitous byproduct of 
the clinical testing of new contraceptive products in hospital postpartum clinics. 
Reports on these tests showed that rates of return for postpartum examinations 
were much higher than was customary among women who delivered on hospital 
wards*. If the mere offering of contraceptive consultation and prescription in a 
postpartum clinic could increase (and even double) the rate of return, how could 
it be said that low-income persons were not ‘‘motivated” to seek and use birth 
control? 

This observation was soon followed by the results of the 1955 and 1960 GAIF 
studies, which were to challenge fundamentally many of these interrelated as- 
sumptions. Table I presents selected findings from these studies (together with 
comparable findings from the 1965 National I*ertility Study) and summarizes 
the overall preture. 

By 1960 almost all U.S. couples in all class and ethnic groups expressed a desire 
for small-to-moderate families, approved of the idea of regulating fertility, and 
actually had tried to do so with one or another existing contraceptive method. 
The remaining differentials between socioeconomic groups were minimal. At the 
same time, however, there was a great deal of unintended fertility, as defined by 
the couples themselves: many were having more children than they would have 
preferred or failing to space their pregnancies in accordance with their wishes 
(Table IT). 

The incidence of unwanted and mistimed fertility was particularly high among 
low-income and poorly educated couples, and appeared to be related to their 
disproportionate reliance on less effective nonmedieal methods of contraception 
elapie IIT}. 

These findings had a profound effect on the thinking of many mn Planned Par- 
enthood. In a country which typically elects its Presidents by margins of less 
than five percentage points, 75 to 90 percent approving of anything is the equiva- 
lent of virtual unanimity; how then could birth control opponents continue to 
prevail? The answer was the persisting perception among public officials of birth 
control as a “controversial” matter; the implication was that Planned Parenthood 


* To my recollection, this phenomenon was noticed and discussed by members of the 
PPFA Medical Committee in the late 1950's, In 1958, Hilliard Dubrow and Katherine Kuder, 
reporting on clinical tests at The Mount Sinai Hospital from 1953 to 1957, showed that 84 
percent of patients delivering on the Hospital’s ward service returned to the postpartum 
elinie where contraception was offered (Dubrow, H. and Kuder, K.: Combined Postpartum 
and Family Planning Clinic, Obstet Gynecol 11:586, 1958). At that time, less than 50 
percent of ward patients in most hospitals typically returned for the postpartum checkup. 
The effect of the introduction of contraception on postpartum return rates In municipal 
hospitals was shown by Hans Lehfeldt. (The First Five Years of Contraceptive Service in a 
Municipal Hospital, Am J Obstet Gynecol 97 :727, 1965). For similar experience in hospitals 
in other parts of the country, see: Perkin, G.: A Family Planning Unit for Your Hospital? 
Hosp Pract Vol. 2, No. 5, May 1967. 
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TABLE I 
Selected Measures of Attitudes Toward Fainily Size and Fertility Control, 
and Use of Contraception, 1955, 1960 and 1965* 








Subject and Subgroup 1955 1960 1965 
Percent Wantiug 4 Children or Less 
All Races Ss oF 
White 90 SS SS 
Catholic 79 
Non-Catholie ree Q] 
Nonwhite S5 833 
Mean Nimber of Children Destred 
All Races ve Se shoo 
White Be? ole a ens 
Catholic Sele 3.4> Cel 
Protestant 2.9» 2.76 Beal 
Income > $7,000 2.Qb eo 2. 6-2 .8¢ 
Income < $3,000 B20 Sean 2. 8-2 Ge 
Nonwhite 2 ie 3.28 
Percent tu Favor of Fertility Control 
Uneluding Rhythm Method) 
All Races vee 93 95 
White 4 93 95 
Catholic 45 $5 93 
Protestant SO 96 96 
Income >$7,000 ST 
Income <$3,000 78 vee ee 
Nonwhite $1 9] 
Pereent Llaving Used or Expecting To 
Use Contraception 
White 19 Si 90 
Catholic G7 SO 87 
Protestant $3 90 9] 
Income >$10,000 Sl 9] 92 
Income <$3,000 Al $2 SO 
Nonwhite 76 S6 
Pereent of Catholies Ever Using Meth- 
ods Proscribed by Church 30 38 a3 


Code: a = Negro; b = Number expected; ¢ = Minimum desired; d = Under $5,000; 


e 


— Inferred wanted; --- = Not available. 
* Sources: Freedman, R., Whelpton, P. K., and Campbell, A. A.: Fanmzly Planning, 


Sterility and Population Growth, McGraw Hill, New York 1959, pp. 156, 
166, ISl, Z2t2rGe 293 

Whelpton, P. K., Campbell, A. A., and Patterson, J.: Fertility and Family 
Planuitng in the United States, Princeton, N. J., 1966, pp. 38, 71, 105, 283 

tvder, N. B., and Westoff, C. F.: Reproduction in the Uutted States, 1965, 
Princeton, N. J., 1971, pp. 28, 32, 38, 94, 99, 104, 112, 115, 198 

Westoff, C. F., and Ryder, N. B.: Recent Trends in Attitudes Toward Fer- 
tility Control and in the Practice of Contraception in the United States, 
in Fertility and Family Planuing: A World View. Edited by 8. J. Behrman, 
Michigan 1969, p. 409. 
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TABLE II 


Proportion of Couples Having Unwanted (Number Failures) or Alistimed 
(Timing Failures) Births—By Race, Income and Education, 1960* 


Race, Income and Education Number Failures Timing Failures 
White 17 3d 
Income >$10,000 15 30 
Income <$8,000 2) 34 
some college rl 36 
Grade school only Oe 38 
Nonwhite ol 43 


* Whelpton, P. K., Campbell, A. A., and Pattcrson, J.: Fertility and 
Family Planning in the United States, Princeton, N. J., 1966, pp. 257, 258, 362. 





TABLE III 


Use of Less Effective Methods* by Fecund Couples Desiring No More Children, 
By Raee and Poverty Status, 1965* 





Percent 
Poverty Status —_— oe Ee ee a 
Al) Races White Negro 
a ree es | 
Low-Income Couplest 51 Hl 54 
Other Income Couples** 35 3 43 


* Foam, jelly, suppository, rhythm, withdrawal and douche. 
ft Couples with incomes below 125 percent of the Federal poverty level. 

** Couples with incomes above 125 percent of the Federal poverty level. 

Source: 1965 National Fertility Study special tabulation, reported in Jaffe, F. 8.:‘* Fam- 
ily Planning Services in the United States,’? Commission on Population Growth and the 
American Future, Research Reports Volume VI, Aspects of Population Growth Policy. 
Edited by Rh. Parke, Jr., and C. F. Westoff, Governinent Printing Office, 1972. 


and its allies had not been suecessful in educating these officials to the simple 
fact that if was no longer controversial in the practices of the American people. 
If, in 1955, 7S percent of low-income persons already approved of birth control 
and 71 percent had used or expected to use it, the implication was similarly clear: 
What was needed was not a program of exhortation and moral suasion to bring 
the zdea of fertility control to persons who had never heard of it; what was needed 
was a focused effort to identify and overcome the obstacles which prevented low- 
income persons from obtaining and using effective methods. 

Since the distribution of the most effective methods was controlled by the medi- 
eal profession and health institutions, it was necessary to look more closely at 
the way the health system functioned for low-income persons. At that time, the 
conventional wisdom was expressed in the statement that ‘‘the only people in the 
US who get good medical care are the very rich and the very poor.” In the 
1960’s, Planned Parenthood was reminded (or learned) that the medical care 
made available to low-income persons consisted primarily of acute, episodic care 
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with almost no opportunity for contimuous preventive health services such as 
family plannmg*. A large proportion of low-ieome and minority women had no 
regular physieran durmg pregnancy but depended on whatever prenatal care and 
obstetric services were made available by local public health departments and 
hospitals; these mstitutions as a matter of policy rarely offered women the choice 
of medical contraception. It became clear that the problem of effective contra- 
ception for low-mcome Americans could not be solved unless public policy. and 
the way m which the health system functtoned mn the area of fertility control, 
could be changed. It would be futile to educate low-income persons to request 
contraception from their typically non-existent private physicians; if they were 
to obtam effective medical methods, it would be necessary to ereate a geo- 
graphically accesstble network of clmics and service sites to provide the serviees 
at no charge or with heavy subsidy, as well as a means to correet mismformation 
and mform prospective patients of the availability of services. Such a program 
could only be estabhshed by government and supported by public funds. 

This reappraisal within Planned Parenthood coimeided m the mid-1960’s with 
the general reawakenmeg of mterest m the problems of poverty m1 the United 
States. By that time, Planned Parenthood’s basic assumptions had been modi- 
fied sufficiently to enable its leaders seriously to propose a national program to 
provide modern voluntary fannly planning services to all low-tncome persons who 
needed and wanted themf{f{. The program was politically and technologically 
feasible, and grounded sociologically in the best available findings of social re- 
search. 

This foeused national program was to pose new Issues more subtle than the 
Catholic problem. One was the accusation, by a small but vocal mimority of 
blacks, that the national program was designed to reduce black fertility and 
power. Despite the clear evidence that a large number of black women seek 
family planning services from clinics, and that many black legislators and ofh- 
cals have beenin the leadership of efforts to remove restrictions and enact afirma- 
tive legislation supporting the program, the charges have recerved considerable 
attention from the media and im political and academic circles. Another issue has 
little to do with family planning per se, but is related instead to differmg pohtical 
philosophies on the role of the federal government m the direction and financing 
of health and soctal service programs. 

Perhaps the most persistent new political issue has been expressed in the form 
of arguments over competing approaches to the delivery of health care, such as 


* Cf. Alonzo F. Yerby, “The Disadvantaged and Medical Care,’’ American Journal of 
Public Health, 56:5, January, 1966. 

t Cf. Pakter, J. et al: Out of Wedlock Births in New York City, Am J Pubhte Health 
51:5, 1961; Shapiro, S., et al: Further Observations on Prematurity and Perinatal Mortality 
in a General Population and in the Population of a Prepaid Group Practice Medical Care 
Plan, Am J Publie Health 50:9, 1960; and Oppenheimer, I.: Population Changes and Pert- 
natal Mortality, Am J Pubhe Health 51:2, 1961. 

tt Cf.: Closing the Gap in United States Birth Control Services, Planned Parent hood- 
World Population, 1966; and Jaffe, FP. S.: A Strategy for Implementing Family Planning 
Services in the United States, Am J Public Health 58:713, 1968. 
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“comprehensive” versus “categorical” strategies, or whether family plannmg. 
ean only be provided through general maternal health programs. At the root of 
these continuing debates are basic differences regarding the appropriate prori- 
ties of the US health system. Is the system, for example, to be held accountable 
for providing basic core services for the many, or is it to continue emphasizing 
quality care for the few? Is family planning a basic service needed by almost 
everyone, given the current preferences of Americans? And if it 1s, and its distri- 
bution 1s controlled by medical personnel and institutions, how is the health syvs- 
tem to carry out this responsibility? Underlying the debates 1s a rarely acknowl- 
edged competition for resources among professional groups within the health 
field. While many health professionals and organizations had been willing to 
support birth control as a philosophic issue, they were less eager to press for 
implementation of birth control services for the nation’s low-meome women be- 
‘ause Many viewed this step as requiring reallocation of limited health budgets. 
Many of the arguments beginning in the late 1960’s stemmed from fears that 
family planning would drain resources from existing programs. In facet, priority 
for family planning was achieved not at the expense of existing programs but by 
enlarging the health budget. 

Health agencies did not respond to the breakthroughs in family planning poliey 
of the mid-1960’s with the enthusiasm of newly liberated institutions. The first 
significant federal initrative came not from the health arm of the U.S. government 
but from the anti-poverty program administered by the Ofhee of Economic 
Opportunity. One reason was the competition among professional health mterests 
noted above. But the nature of family planning also plaved a part: improved 
control of fertility was known to have beneficial health consequences, but the 
direct results of family planning primarily were seen as personal and social, not 
medical; and family planning was regarded by many physicians as tedious, if 
not boring. Yet distribution of the most effective means of family planning was 
controlled by the medical profession. 

The paradox of relymg on the health svstem to implement purposes viewed as 
nonmedical persists today and underlies the continuing lack of interest in fertility 
control of large segments of the US medical profession* and the continuing de- 
bate over nonprescription distribution of the pillf. Yet many health mstitutions 
modified their programs during the 1960’s and devoted some attention to family 
planning matters; by 1974, 755 hospitals, 1,767 local health departments, and 
S61 voluntary health agencies could be identified as providers of family planning 
services. Much of this was in response to the availability of federal funds to fi- 
nanee such services beginning in the mid-1960’s. But another factor was the 


* And the British as well. Cf. Cartwright, A.: Parents and Family Planning Services, 
Atherton, New York 1970; and Russell, J. K.: Planning Family Planning, Lancet 1:310, 
197 2. 

+ Atkinson, A., et al: Oral Contraceptives: Considerations of Safety in Nonclinical 
Distribution, Studies tn Family Planning, 5:242, 1974; Smith, M. et al: Distribution and 
Supervision of Oral Contraceptives, Br Med J 4:161, 1974; and The Pill off Prescrip- 
tion, Lancet 2.933, 1974. 
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technologie change initiated by the oral contraceptive. Because its mode of action 
was hormonal rather than mechanical, some physicians became interested for 
the first time in problems relating to fertility regulation. 

The replacement of obsolete assumptions within Planned Parenthood was not 
«linear process of information and knowledge automatically supplanting bias 
and misperception, The process was complex, and the new information was never 
unambiguous. Prodded by its own experiences and stimulated by the findings of 
US fertility studies, Planned Parenthood by the mid-1960’s had developed a 
different outlook on what was necessary, possible, and do-able. It was an out- 
look which enabled the movement to take maximum advantage of the emerging 
political concerns over poverty and population growth, and make a significant 
contribution to the advances in public policy and programs after 1966. It is pos- 
sible, perhaps even likely, that broad political interest. in poverty and population 
growth was the eritical factor in the policy change. But it seems doubtful that 
Planned Parenthood would have been effeetive as an agent of change if 1t had not 
substantially altered its outlook. 

In this process, technological innovations and changing political relationships 
played important roles. But the findings of fertility research had the most far- 
reaching cffects. They helped the movement to revise its thinking, determine 
more specifically what needed to be done, and shape its demands accordingly. 
They also were used to develop sophisticated quantitative techniques of pro- 
eram planning and development which helped make possible the extremely 
rapid growth of organized family planning programs after 1968*. Perhaps in no 
other area of health care have social research findings been utilized so systemati- 
eally to determine who needs services, who obtains them, and who provides them, 
and to monitor changes in these critical indicators over time. The studies— 
principally the 1955 and the 1960 Growth of American Families studies and the 
1965 and 1970 National Fertility Studies— presented a detailed picture of the 
fertility attitudes and practices of the American people over a 20-vear period 
which was invaluable in modifving the outlook of the U.S. birth control organiza- 
tion, in changing public policy, and in guiding action programs to improve the 
regulation of fertility. 


* Cf. Jaffe, F. S., Dryfoos, J. G., and Lerner, R. C.: Planning for Community-Wide 
Family Planning Services, Am J Publie Health 59:1339, 1969; Office of Economie Opportun- 
ity, Need for Subsidized Family Planning Services: United States, Eaeh State and County, 
1968 and 1969, Government Printing Oflice, 1969 and 1971; Center for Family Planning Pro- 
gram Development, Need for Subsidized Family Planning Serviecs: United States, Eaeh 
State and County, 1971, New York 1973; Data and Analyses for 1973 Revision of DHEW Five 
Year Plan for Family Planning Serviees, New York 1973, and Data and Analyses for 1974 
Revision of DHEW Five Year Plan for Family Planning Serviees, New York 1974; U.S. 
Senate Committee on Labor and Publie Welfare, Report of the Secretary of Health, Eduea- 
tion and Welfare Submitting Five-Year Plan for Family Planning Services and Population 
Research Programs, Government Printing Office, 1971; Dryfoos, J. G.: A Formula for the 
1970’s: Estimating Need for Subsidized Family Planning Services in the United States, 
Family Planning Perspectives 5:145, 1973. 
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